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ables such as occupation, education, and income. There are obvious methodological advantages to be gained from studying a homogeneous sample, for if social variables are controlled or reduced and no sex difference in mood disorders is then found the possibility that remains is that those social factors account for the sex differences reported in other studies.
One of the few studies which attempted to do precisely this found a very much higher prevalence of anxiety, tension, and other mood disorders in women employed by the New York Telephone Company compared with men. 20 No account was given, however, of the sex differences of people's grades within the company hierarchy. Similarly, no account was given of the sex distribution within the two groups studied, but telephone operators were mostly women and the craftsmen mostly men. Thus the population was almost certainly not homogeneous for occupation or status. In addition, the residual population studied consisted of 90% of the men who had been continuously employed by the company over 20 years of follow up but only 10% of the women, presumably because most women married and left to raise a family. The sample of women studied contained, therefore, a disproportion of the single, widowed, and the divorced, who are often reported to have higher rates of illness than the married.2'
Most studies of homogeneous populations have been of students, and in general they have failed to show sex differences in rates of depression. Parker reported a study of 242 students undertaking the one year postgraduate diploma of education at an Australian teachers' college.22 The sexes were equally represented, and the response rate was high. No sex difference was found on the measures of depression, self esteem, duration of episodes, or frequency of depressive episodes. This study provided support for the findings of two others on comparable groups. S Golin and M A Hartz gave the Beck depression inventory to 446 college students and found that a quarter of both the men and the women scored as depressed (unpublished findings from the University of Pittsburg). Hammen and Padesky also gave the Beck inventory to 2272 college students enrolled at introductory psychology courses and found no sex differences in reporting depression. 23 The need to seek and study homogeneous groups older than university students led Jenkins to select a sample of relatively homogeneous employed men and women drawn from a population of executive officers in the British Home Office. 24 The study made careful assessments using the general health questionnaire,25 the clinical interview sche-dule,26 the social stress and supports interview,27 and an assessment of various attitudes to work and of work satisfaction. No sex difference was found in the prevalence or outcome of minor psychiatric morbidity in such a homogeneous employed population. This finding supports the view that where sex differences in minor psychiatric morbidity are commonly found they are unlikely to be caused by constitutional differences but rather by differences in the social environment and social roles of men and women.
It could be argued, however, that this study was performed on a relatively childless population and that it is the experience of rearing children which exposes women's greater biological vulnerability to depression. Rosenfield studied the mental health of men and women rearing children and found that the men were more depressed than the women-not supporting the notion that rearing children exposes a greater biological vulnerability to depression in women than men. 28 Social stresses and supports are implicated in the aetiology of minor psychiatric morbidity, but specific attempts to perform comparative studies between men and women are few. In general women seem not to experience more life events than men,29 though women may experience more events of an undesirable nature than men by virtue of their lower socioeconomic state overall.' Women are also more exposed than men to low education, low income, low occupational status, and fewer leisure activities. 3 In view of the substantial genetic evidence that the excess of depression in women is environmental in origin rather than genetic; in view of the paucity of any direct endocrinological evidence linking mood change in men and women with gonadal hormones; in view of the evidence from homogeneous surveys that, when social variables are controlled and reduced, the sex difference disappears; and in the light of the nineteenth century experience, all claims that the excess of depression in women is explained by their reproductive biology-or indeed by their constitution in general -should be treated with grave caution.
RACHEL JENKINS Massive bladder haemorrhage Massive, recurrent bladder haemorrhage is a common complication of current treatments for cancer. It occurs in 10% of patients given irradiation for pelvic malignancy' and in up to 40% given cyclophosphamide,23 where the bleeding may be further exacerbated by bone marrow depression. Similar massive bleeding may also be seen in patients with urothelial tumours, severe injuries of the bladder, or primary amyloidosis of the bladder. 45 Recent reports have suggested that a simple, safe remedy for bleeding after irradiation may be alum solution as a bladder irrigation.&8 Alum works by precipitating protein on the mucosal surface and by strengthening intercellular bridges.8 It is given by continuous bladder irrigation, is not absorbed, and has no systemic toxicity. The instillation is painless, does not damage the bladder mucosa, and controls bleeding effectively. Unfortunately, the same cannot be said of other agents which have been used for this distressing condition.
Five per cent to 10% formalin controls the bleeding in up to 80% of cases,9"' but it is absorbed systemically and so may cause toxicity and it may also cause severe mucosal damage. At least one death has been reported.9 Formalin may also produce ureteric fibrosis as a result of the vesicoureteric reflux often present in patients with bladder disorders, but
